STUDY DESIGN:
The study was performed in a large referral center, from January 2011 to December 2016. In every parturient presented to the delivery room, an US estimation of fetal weight was performed by a trained physician. We have studied 6972 records. These measurements were linked with postpartum data. The samples included the following information: admission demographic data, gestational age, US measurements (BPD, FL, AC, HC), newborn sex. Since we used 'real life data' , exclusion criteria included examinations with missing data or illogical values. After normalizing the data, we applied supervised learning algorithms such as Decision Tree Regressor, Support Vector Regressor, Ada Boost Regressor and Linear Regressor to create a new FWE formula.
We then applied the K-Means algorithm on the data to create clusters based on the measurements and created five different estimators for the different clusters.
We used a training dataset with 4880 entries, a 10-fold cross validation set and a test dataset with 2092 entries.
To evaluate the quality of the models, we examined the mean absolute error (MAE) and with respect to the actual birthweight (in grams) and compared them with three Hadlock formulas. We also calculated the R 2 value for each model. RESULTS: When using machine learning algorithms on the entire dataset to create one equation for FWE, the clustered estimator achieved the best results.
The results of the analysis are summarized in Figure 1 and Table 1 . OBJECTIVE: Congenital diaphragmatic hernia (CDH) severity designation and criteria for in-utero therapy are increasingly based on observed to expected lung head ratio (O/E LHR) and liver position. Our aim was to assess CDH-associated neonatal morbidity and mortality in an academic center with advanced neonatal care and ECMO, based on O/E LHR and liver position TOTAL trial severity designation. STUDY DESIGN: All pregnancies complicated by CDH in a single academic center between 2007-2017 were reviewed. Cases with prenatal, obstetric, neonatal and surgical outcomes were included. LHR was determined by the tracing method of the contralateral lung area at the level of the 4-chamber view, divided by the head circumference. The observed LHR was then divided by the expected LHR per gestational age. CDH cases were classified as severe if O/E LHR < 25%, moderate if O/E LHR 25%-34.9% regardless of liver herniation, or 35% to 44.9% with liver herniation, or mild if O/E LHR > 35% without liver herniation or > 45% with liver herniation. Neonatal data were compared between mild, moderate and severe CDH cases, stratified by the presence or absence of associated genetic syndromes and/or anomalies. RESULTS: Of 35 total CDH cases, 18 were mild, 13 were moderate and 4 were severe by O/E LHR and liver position criteria (Table 1) . There was no difference in rates of left sided CDH, GA at delivery, or birthweight between the groups. A statistically significant difference in ECMO use was seen between the groups, although there was no difference in survival to discharge, which ranged from 72.2% for mild CDH to 75.0% for severe CDH. When excluding 6 cases with genetic syndromes and/or structural anomalies, 16 cases were mild, 9 were moderate and 4 were severe (Table 2) . Among those, a significant difference in ECMO use was seen, but there was no difference in survival to discharge, which ranged from 81.2% for mild CDH to 75.0% for severe CDH.
CONCLUSION: CDH disease severity based on O/E LHR centiles and liver position was not associated with differences in survival to discharge in our center, and survival rates for moderate and severe CDH were higher than those reported in the published literature. Potential benefits of in-utero therapy for pregnancies complicated by CDH should be assessed based on institution-specific baseline mortality rates.
1041 Utility of follow-up sonography for fetal anomaly detection OBJECTIVE: To evaluate utility of follow-up standard sonography for anomaly detection in a non-referred population. STUDY DESIGN: We performed a retrospective cohort study of singleton pregnancies that underwent standard sonography at 18-21 6/7 weeks of gestation from October 2011 through March 2018 with subsequent delivery of a live-born infant at our hospital. Among those with no anomaly detected initially, we evaluated number of sonograms, gestational age at sonography, anomaly detection rate, and survival to hospital discharge for those receiving subsequent exams. Anomalies were categorized according to the EUROCAT system (www.eurocat-network.eu), with confirmation of organ system abnormalities based on neonatal evaluation. For comparison, we reviewed all standard sonograms from non-anomalous singleton pregnancies delivered during the study period. Statistical analyses were performed using Chi-square and Mantel-Haenszel tests.
